In the epilepsies as in many other areas of clinical medicine, we are led to believe that advances in molecular genetics will soon revolutionize our understanding of the disorder, and perhaps their treatment too. But the revolution has been slow in coming. The genetic basis of no common form of epilepsy has yet been elucidated and we have yet to agree on the inheritance pattern of common genetic epilepsies such as Rolandic epilepsy and juvenile myoclonic epilepsy. Nevertheless, for certain rare forms of epilepsy such as benign familial neonatal convulsions and familial frontal lobe epilepsy spectacular advances have occurred which seem certain to point the way to advances in numerically more important conditions. Genetics of Focal Epilepsies is the latest in a series of epilepsy texts based on the proceedings of expert meetings held around the world. In this case the meeting was held in Avignon in 1996. The text is multiauthored and the editors have tried to arrange the chapters so that they tell a cohesive story. Following an introduction, six sections deal with the idiopathic age-related focal epilepsies, the idiopathic focal epilepsies in infancy, autosomal dominant forms of focal epilepsy, the genetics of focal epilepsy, molecular biology and some putative animal models. Included are detailed descriptions of how membrane receptor defects and ion channel defects can lead to epileptic seizures. Such discoveries are surely amongst the most exciting in neurology this decade. The principal strength of the book is that each chapter is written by an individual with unsurpassed knowledge of the topic under discussion. Every contribution is well informed and scholarly. Clinicians will be heartened to see how each of the major breakthroughs has started from a detailed clinical study of the phenomenology. But do not buy this volume for a comprehensive account of the subject. The weight given to a particular topic reflects the interest of those participating rather than the importance of the topic itself. At times, undue prominence is given to rare disorders or entities not yet fully characterized whilst other well recognized conditions such as childhood epilepsy with occipital paroxysms are scarcely mentioned. Moreover, the reader who approaches the book with a series of clinical questions is also likely to be disappointed. It will prove most valuable to those with a special interest in epilepsy syndromes and their phenomenology, and of course to those trying to bridge the gap between clinical epileptology and molecular genetics. Professional medical historians are often caustic about yet another 'life' of a distinguished doctor. All too often it is written, by a doctor, not as a critical biography but as hagiography in which, after a carefree boyhood, the popular student is rapidly promoted to registrar, then manoeuvred by appreciative chiefs into a consultant post at a leading hospital where affability, equanimity and a happy family earn him civil, academic and/or professional distinction, a mellow retirement, a peaceful death, glowing obituaries and a splendid memorial service.
Adrian Marston's Hamilton Bailey is an exception. Marston, who himself rose to the top of his profession, provides a warts-and-all story of a world famous surgeon.
Bailey's father was a dour medical missionary, then an unsociable family doctor. His mother, a nurse, lost her first child at two days followed by puerperal fever, lifelong depression, alcoholism and institutionalization. Bailey's younger sister was schizophrenic, hospitalized, leucotomized and hidden for ever.
Hamilton Bailey was an antisocial, argumentative schoolboy, but an industrious student and house surgeon at the London with war service with a Red Cross unit in Belgium, and then at 20 in the Battle of Jutland in 1916. When resident surgical officer at Wolverhampton he quarrelled with the senior surgeon. As surgical registrar at Liverpool he became a superb teacher. He remained asocial and friendless, and his appointment as registrar back at the London was strongly opposed. In 1925 he failed to win even one vote for the post of assistant surgeon at the London, but he did achieve that post at Liverpool. There he met and married happily Veta, a photographer, but disagreed with colleagues and after a few months moved to Dudley Road Hospital, Birmingham, where he performed 3642 operations in four years and published in 1927 Demonstrations ofPhysical Signs in Clinical Surgery with a hundred photographs by Veta. It became a world classic and is now in its twenty-sixth edition.
He left Birmingham under a cloud and worked in Bristol for a year at the Homoeopathic Hospital but failed to be appointed to the Royal Infirmary. However, in 1930 he brought out his second masterpiece Emergency Surgery, and then both he and McNeill Love (with whom he co-authored his third classic A Short Practice of Surgery) were appointed to the Royal Northern Hospital, which became one of the greatest non-university voluntary hospital in the country. Marston praises Bailey's incisiveness, industry, obsessionality and self-confidence as he was chauffered in his Rolls between home, seven hospitals, two private clinics and Harley Street, all the while dictating on to a wax cylinder of a Dictaphone, and accompanied by one or two secretaries. Thus GPs and colleagues received typed letters the next day, and Veta had material for a chapter in a new book or edition. Marston describes how my GP father sent all his surgical patients to Bailey, and how this demigod came to our home for my abdominal pain-prod,'acute appendicitis', immediate appendicectomy. My father also entrusted Bailey with four operations on my right hallux and a hysterectomy on my mother. Above all, Bailey was a legendary clinical diagnostician and postgraduate teacher, both in his ultra-efficient clinic and in his publications.
Marston never knew Bailey but cites many witnesses that he was a rapid. but poor, sometimes careless and heavyhanded technician, abrupt with his patients, absent from hospital committees and medical organizations apart from the International College of Surgeons. In 1943 his son was killed in an accident, after which he deteriorated into manic depressive psychosis. He was hospitalized in 1948 and proved resistant to electroconvulsive and insulin therapy but in 1953 he made a remarkable recovery with lithium and retired to the country and then to Spain. He died in 1961 after operations for intestinal obstruction, worsened by his interference with his doctors' decision-making. His name lives on in his books and his royalties-endowed trust for medical education and libraries in the third world.
I have three disagreements with Marston. I do not accept that 'Famous surgeons are an extinct species', nor that Bailey as 'a supreme observer... was, essentially a scientist.' There was little science at the Royal Northern in 1943 when I spent 14 days at complete bed-rest after an uncomplicated appendicectomy. As a house surgeon there in 1955 patients after a subarachnoid haemorrhage spent six weeks in complete bed-rest: those on one side of the ward had their bedhead raised to reduce the pressure in the brain; those in the beds of the other surgeon had the bedhead lowered to improve the blood flow to the brain. In the past a period of original research was widely considered essential for career progression to a consultant post. Within the Calman training schemes, however, some trainees perceive that acquisition of a national training number (NTN) will suffice. Although specialist registrars are expected to develop an understanding of research methodology, research experience can now be seen as desirable rather than essential-though an MD thesis or equivalent is a prerequisite for obtaining a NTN in some competitive specialties. Personally, I found that the experiences I gained in the two years I spent in clinical research, and the discipline required for a MD thesis, were
